of 61 consecutive patients undergoing laparoscopic cholecystectomy, 4 (6.25) developed abdominal wall haematomas. This complication of laparoscopic cholecystectomy may occur more commonly than existing literature suggests, and manifests in the post-operative period (days 2 to 6) by visible bruising, excessive pain or an asymptomatic drop in haematocrit. It is readily confirmed by ultrasonography. While no specific treatment is necessary apart from replacement of significant blood loss, the patient requires reassurance that this apparently alarming complication will rapidly resolve.
INTRODUCTION
Laparoscopic cholecystectomy is now accepted in most centres as the treatment of choice for symptomatic gallbladder stones. However, there is an increasing awareness among surgeons of the associated complications. Diagnostic laparoscopy itself is associated with morbidity rates of 0.15 to 0.6o, many of the complications arising from creation ofthe initial pneumoperitoneum or insertion of the trocar 1. Review of the haemorrhage-related complications in several large series of laparoscopic cholecystectomies 2 -6 suggests that while intra-operative bleeding from the abdominal wall vessels is well recognised, late presentation with abdominal wall haematoma is rare. We report our experience with four cases of laparoscopic cholecystectomy complicated by abdominal wall haematomas.
METHODS AND RESULTS
Over a period of one year, 61 laparoscopic cholecystectomies were performed by 3 operating surgeons familiar with laparoscopic technique. Standard equipment was used in all cases and the ports were sited in the usual fashion (one 10 mm subumbilical transverse, one 10mm epigastric midline, and two 5mm ports in the right upper 3 An obese woman aged 57 presented with a long history of right hypochondrial discomfort. Ultrasonography revealed a thick-walled gallbladder with numerous stones and elective laparoscopic cholecystectomy was performed. The procedure lasted over 2 hours and fibrotic scarring in the gallbladder bed rendered dissection difficult, with more than average bleeding. Satisfactory haemostasis was achieved, and a suction drain was left in the subhepatic space for 24 hours. The patient was discharged on the 2nd post-operative day, but returned on day 5, with persistent upper abdominal discomfort, remarkable bruising of the abdominal wall (see figure) , and mild jaundice. Her haemoglobin had fallen by 4 wall vessel damaged while siting an access port. Haematoma formation from damage to abdominal wall vessels may be reduced by careful siting of the 5 mm access ports in the right upper quadrant. It has been suggested that transillumination of the abdominal wall prior to insertion of trocars may prevent puncture of a medium-sized vessel, and observing the point of entry through the laparoscope for a few minutes after each port has been inserted allows early detection of a bleed. The 5 mm ports were not sutured in our patients, and it may be argued that suturing all port sites would reduce the chances of haematoma formation.
The other two patients had abdominal wall haematomas and visible bruising in conjunction with collections of blood in the right subphrenic space. It is possible that this was caused by reactionary haemorrhage from the gallbladder bed which tracked through multiple access ports into the abdominal wall and also collected under the diaphragm. The distribution of bruising in one of them (see figure) , would support this possibility. One of these patients was remarkably obese and both had received subcutaneous heparin as anti-thrombotic prophylaxis. Both had fibrotic, thick-walled gallbladders, requiring prolonged dissection with difficult haemostasis. Dissection of a inflamed gallbladder may predispose to this complication. In situations where significant bleeding has been encountered from the gallbladderarea, the placement of suction drains may seem appropriate; but it proved to be of no value in our case (patient 3), and will not compensate for imperfect haemostasis during surgery.
